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Abstract
Purpose

Home sleep apnea testing (HSAT) has increased due to improvements in technology, accessibility, and changes
in third party reimbursement requirements. Research studies using HSAT have not consistently reported
procedures and methodological challenges. This paper had two objectives: (1) summarize the literature on use

of HSAT in research of adults and (2) identify methodological strategies to use in research and practice to
standardize HSAT procedures and information.

Methods

Search strategy included studies of participants undergoing sleep testing for OSA using HSAT. MEDLINE via
PubMed, CINAHL, and Embase with the following search terms: “polysomnography,” “home,” “level III,”
“obstructive sleep apnea,” and “out of center testing.”

Results

Research articles that met inclusion criteria (n = 34) inconsistently reported methods and methodological
challenges in terms of: (a) participant sampling; (b) instrumentation issues; (c) clinical variables; (d) data
processing; and (e) patient acceptability. Ten methodological strategies were identified for adoption when using
HSAT in research and practice.

Conclusions

Future studies need to address the methodological challenges summarized in this paper as well as identify and
report consistent HSAT procedures and information.
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Introduction
Obstructive sleep apnea (OSA) in adults has been increasing in prevalence during the last two decades in the
USA. The increase is attributed in part to the obesity epidemic [1]. Estimates are that moderate to severe OSA,
defined as an apnea hypopnea index (AHI) ≥ 15, is present in 10% of men ages 30–49 years, 17% of men ages
50–70 years, and 9% of women ages 50–70 years. OSA contributes significantly to all-cause [2, 3] and cardiac [2]
mortality. The gold standard for OSA diagnosis is level 1 testing by laboratory polysomnography (PSG). During
laboratory PSG testing, surface electrodes are positioned to measure electroencephalography, muscle activity,
heart and respiratory physiology, and ocular movements [4]. This type of testing is recommended in patients
with co-morbid conditions such as moderate to severe pulmonary disease, neuromuscular disease, congestive
heart failure, or suspected other sleep disorders (central sleep apnea, periodic limb movement disorder,
insomnia, parasomnias, circadian rhythm disorders, or narcolepsy) [5]. Because of the increase in OSA
prevalence, sleep laboratory and diagnostic services are in high demand and alternative methods are needed to
screen and diagnose sleep disorders.
In the late 1980s, clinicians began to recognize the need for ambulatory sleep studies and focused on arterial
oxygen saturation [6]. The first practice parameters for unattended home sleep apnea testing (HSAT) were
released in 1994 [7] and indications for PSG testing were published in 1997 [8]. At that time, most devices

measured snoring but did not meet diagnostic requirements for OSA. In 2000, the Agency for Healthcare
Research and Research Quality (AHRQ) reported results of a meta-analysis that stated broad use of HSAT could
not be supported due to insufficient evidence [9]. HSAT were further developed to include oxygen saturation,
heart rate, oral/nasal airflow, respiratory effort, and body position [6]. In 2006, the AASM released a statement
recommending that physicians who use HSAT need to conduct a clinical assessment and a comprehensive
patient evaluation. Further, AASM recommended that HSAT could only be used by AASM-accredited sleep
centers or board-certified sleep physicians and treatment needed to be guided by the evaluation of study results
and patient symptoms [5, 10]. These recommendations encouraged device manufacturers to develop HSAT that
met AASM criteria for screening and diagnosis of OSA in home settings.
HSAT has increase due to improvements in technology, accessibility, and changes in third party reimbursement
requirements. HSAT devices also are referred to as home sleep testing (HST), out-of-center sleep testing (OCST),
portable sleeping monitoring (PSM), and portable monitoring (HSAT) [11]. The Centers for Medicare and
Medicaid (CMS) released standards for home testing requiring the AHI or respiratory disturbance index (RDI) as
mandatory for OSA diagnosis by HSAT home testing [12]. AASM created a task force (2007) to develop guidelines
for HSAT. These guidelines state that the diagnosis of OSA needs to be performed with a comprehensive sleep
evaluation and with monitors that have level III diagnostic capability, including at least four channels; two
respiratory variables (respiratory movement and airflow), cardiac measurement (heart rate or
electrocardiogram), and oxygen saturation. The level III monitors must display raw data and allow for manual
scoring, or editing of automatic scoring, by a sleep professional because HSAT can underestimate AHI levels
compared to PSG [5]. HSAT allow patients to have access to a less expensive diagnostic option that can be
completed in home settings where sleep technologists are not present [13]. Common issues with HSAT include
missing data due to equipment failure [13, 14] and lower sensitivity and specificity levels compared to PSG [15–
17]. There has been significant night-to-night variability of AHI levels in mild versus moderate OSA when using
HSAT in home settings [18]. Clinical practice guidelines for diagnostic testing for adult obstructive sleep apnea
recommend that if a single HSAT is negative, inconclusive, or technically inadequate, a laboratory PSG must be
performed [19].
Researchers and clinicians need to be knowledgeable of published literature using level III monitors. Results
from HSAT can be affected by wear time, accuracy of device application, and scoring methods. A recent study
showed that when compared to PSG, HSAT with automatic scoring of recording time overestimated the total
sleep time. [20]. Knowledge from this review will inform the readers regarding methodological challenges that
are common with the use of the devices. There are two main purposes for this manuscript. The first purpose
was to summarize the literature of methodological challenges using level III HSAT in research in adult patients.
The second purpose was to identify methodological strategies to use in research and practice to standardize
HSAT procedures and information.

Methods
A medical librarian collaborated with the authors to conduct a review of the literature. Search strategies focused
on identifying participants undergoing home sleep testing for obstructive sleep apnea diagnosis using HSAT. The
following electronic databases were used: CINAHL (Cumulative Index to Nursing and Allied Health Literature),
MEDLINE via PubMed, and Embase. The parameters established included the years 2000 to 2017. A medical
librarian assisted with the search using the following terms: “obstructive sleep apnea,” “OSAHS,”
“Polysomnography,” “home,” “devices,” “sleep disordered breathing,” “sleep monitoring,” “sleep test,” and
“somnography.” The searches included a combination of database-specific controlled vocabulary: “Sleep Apnea,
Obstructive”[Mesh], MH “Polysomnography”, and “polysomnography”/exp. To focus on home sleep testing, the
searches dictated removal of any results which would include “sleep center” or “sleep clinic,” in the title or

abstract. In addition, the reference lists of included articles were screening for additional relevant citations.
Articles included in the review met the following inclusion criteria: (a) primary research using HSAT that
reported methods, results, and findings, (b) Level III HSAT examined, (c) studies with ≥30 participants, and (d)
published in the English language. Studies were excluded if: (a) pediatric participants were included and (b)
research was retrospective.

Search results

Of the 470 articles retrieved, 436 articles were excluded because inclusion criteria were not met. Relevant
articles (n = 34) were reviewed by the medical librarian and the first author and were subsequently verified by
the co-authors.

Selection of pertinent variables

The authors reviewed the 34 articles to identify challenges when using HSAT in adult patients in research. These
challenges were summarized to include; (a) participant sampling; (b) instrumentation issues; (c) clinical
variables; (d) data processing methods; and (e) patient acceptability. Challenges were selected because they
were the most common topics described in the 34 articles. Table 1 presents the review of the results from these
articles organized by these criteria. A summary of the review about each challenge will now be presented.

Participant sampling

The sample and study settings were generally homogenous in nature and were conducted in a variety of
countries. Most of the participants were sleep clinic patients who either had or were suspected of having OSA [n
= 21, (57%)] (Table 1) [13, 16–18, 21–37]. Fourteen studies included participants who had co-morbidities
associated with OSA but met criteria for HSAT [14, 16, 38–49]. Slightly less than half of the studies [n = 15,
(44%)] had a sample size greater than or equal to 100 subjects [13, 22, 23, 28, 33, 35, 36, 38–40, 42, 43, 45, 46,
50]. Almost one third (n = 11) of the studies in this literature review were conducted in the USA [14, 18, 22, 26,
27, 29, 31, 34, 38, 39, 46]. Studies were conducted in 10 other countries, including: Argentina [30], Brazil [17, 32,
36, 41, 42], Canada [13, 16, 24, 25, 33, 40], China [21, 37], Italy [35, 44], Japan [45], Spain [28], Sweden [43, 49],
Taiwan [47], and Turkey [48].
Table 1 Summary of methods and methodological challenges included in research of HSAT
Author (Year)
1.
2. Instrumentation
3. Clinical
4. Data
Sample
issues
variables
processing
Abdel-Kader et al.
X
X
(2012)
Aurora et al. (2014)
X
X
Boulos et al. (2017)
X
X
X
Chen et al. (2009)
X
X
X
Danzi-Soares et al.
X
(2012)
Dawson et al. (2015)
X
X
Dingli et al. (2003)
X
X
X
X
Driver et al. (2011)
X
X
X
X
Gjevre et al. et al.
X
X
X
(2011)
Goncalves et al. (2007)
X
X
Guerrero et al. (2014) X
X
X
X
Johansson et al. (2012)
X
Kuna et al. (2011)
X
X
X
Lettieri et al. (2011)
X
X

5.
Acceptability

X

Maestri et al. (2011)
Masa et al. (2011)
Michaelson et al.
(2006)
Nakayama-Ashida et
al.(2007)
Nickerson et al. (2015)
Nigro et al. (2012)
Pereira et al. (2013)
Polese et al. (2013)
Prasad et al. (2016)
Reichert et al. (2003)
Santos-Silva et al.
(2009)
Senchak et al. (2012)
Skomro et al. (2010)
Su et al. (2004)
Tedschi et al. (2013)
Tonelli de Oliveira et
al. (2009)
Yeh et al. (2015)
Yin et al. (2006)
Yuceege et al. (2013)
Zou et al. (2006)

X
X

X
X
X
X
X
X
X
X
X
X
X

X

X
X
X

X

X

X

X

X
X

X
X
X
X
X

X

X
X
X
X
X
X

X
X
X
X
X
X
X
X
X

X
X

X
X
X

X
X

X

X

X
X

X
X

X

Instrumentation issues

There were 14 different HSAT used in the studies. However, three models were used in more than half [n = 18,
(53%)] of the studies [14, 17, 18, 21–23, 25–27, 30, 32, 33, 37, 39–41, 43, 44, 46]. Eleven HSAT were used in the
remainder of the studies [13, 16, 24, 28, 29, 34–36, 38, 42, 45, 47–49]. Instrumentation-related details included
in these studies were level of monitor, model, and manufacturer. More than half [n = 18, (53%)] of the studies
reported problems with overnight collection of sleep data such as: recordings less than the minimum required
time [14, 40, 45], lack of air flow recordings [23, 36, 37, 45], nasal cannula tube kinking [24], incomplete pulse
oximetry [37], battery/download failure [13, 17, 24, 31, 33], poor participant compliance [31, 36, 40, 44], overall
device failure [35, 45, 47], underestimation of AHI severity compared to PSG [27], or unstated reasons [16, 26,
48].
Some studies [n = 8, (25%)] reported engaging the participants in education of the HSATs prior to the release of
the device for home testing [13, 14, 16, 17, 23, 33, 37, 47]. Understanding HSAT instrumentation issues is critical
to the reliability of clinical variables. Data collected in a laboratory setting may have an environmental bias due
to sleep technician supervision; HSAT device failures are more likely to be recognized and corrected.

Clinical variables

Clinical variables recorded and reported by automatic HSAT analysis include AHI, RDI, and oxygen desaturation
index (ODI). AHI is the total number of apneas and hypopneas per hour of sleep. AHI levels range from mild (≥5
and <15), to moderate (15 ≥ and <30), to severe (≥30) [51–53]. When using HSAT, RDI is calculated as the
number of apneas and hypopneas divided by total recording time. Hypopnea is defined as a ≥ 3% oxygen
desaturation from baseline and/or the event is associated with an arousal [52]. ODI is the number of times per
hour of sleep that the oxygen level in the blood drops by greater or equal to 3% from baseline [54].

Respiratory event index (REI) may be used as a surrogate for AHI during manual recording. REI is defined as the
total number of respiratory events scored times 60 divided by monitoring time. Either AHI or REI must be
reported when manually scoring HSAT [55].
AHI, RDI, and/or ODI were reported in 28 studies. The majority [(36%) (n = 14] of studies calculated and
compared AHI levels from HSAT to PSG [16–18, 21, 23, 25, 28, 31–33, 36–38, 41, 42]. One feasibility study
collected AHI levels in unattended HSAT [40]. Four studies reported RDI and/or ODI [22, 24, 35, 49]; and two
studies compared RDI and/or ODI from HSAT to PSG [13, 48]. Many studies [n = 10, (31%)] performed
psychometric testing of HSATs in the sleep laboratory [17, 21–24, 29, 31, 32, 34, 36].
Each study had different research questions; however, not all clinical variables were compared to PSG. One
mixed methods study was completed that required participants to undergo HSAT testing and then a qualitative
interview to discuss their experience with the device [14]. To test intra-subject variability of HSAT data, a study
recorded AHI and ODI over two consecutive nights [44]. A similar study examined short-term night-to-night
variability in AHI and predictors during HSAT [18]. One feasibility study focused on analyzing the HSAT data in
hospitalized stroke patients [40]. A study compared AHI and RDI levels from HSATs to a device made by another
manufacturer [39]. In another study, AHI levels from a HSAT were compared to the Berlin Questionnaire and the
Epworth Sleepiness Scale to demonstrate feasibility in military predeployment assessment [46]. One study asked
patients to complete two consecutive nights of HSAT testing to obtain RDI levels as well as 2 days of actigraphy
testing to measure sleep onset [45]. Finally, one study compared AHI levels from a HSAT to acetylcholine
receptor antibodies in patients with myasthenia gravis to examine predictors for OSA [47].

Data processing methods

According to the AASM, HSAT must allow for the display of raw data for manual scoring or be able to be edited
by a trained sleep technologist. For diagnostic purposes, review of the raw data must be completed by a
certified sleep specialist or someone who meets eligibility criteria for the sleep medicine certification exam [5].
In this review, 20 of the 34 articles (58%) discussed HSAT data scoring methods; however, one article did not
state whether the data were scored automatically or manually [50]. A few studies [n = 4, (13%)] used physicians
to manually interpret overnight HSAT data [30, 36, 42, 56]; in two studies (6%), physicians reviewed data after it
was manually scored by a sleep technician [25, 39]. More commonly, studies used sleep technicians [13, 16, 18,
24, 32, 39, 40, 57], research personnel [23], employees of HSAT manufacturers [29, 34], or unspecified persons
[43] to manually score data. Only four studies used automatic scoring techniques to analyze the HSAT data [30,
34, 37, 58].

Patient acceptability

Six studies (19%) asked participants to evaluate use of HSAT. Five reported on ease of use and comfort of the
HSAT [14, 17, 33, 37, 46]. Three studies measured sleep quality after using HSAT [33, 37, 42] and three studies
asked their participants to use sleep diaries [18, 33, 42]. Only one study qualitatively measured how participants
felt about HSAT in terms of importance of OSA testing, ease of use, comfort, and if the participants understood
how the monitor worked [14]. When analyzing research studies that used HSAT as a methodological instrument,
it is important to understand the study’s sampling, instrumentation issues, clinical variables, data processing
methods, and patient acceptability. These topics are vital considerations when using HSAT in research and
practice.

Discussion: methodological strategies for using portable sleep monitors in
research

There are many challenges when using HSAT in research. Understanding and addressing the challenges when
designing a research study is vital to obtaining full sets of data and achieving an accurate analysis of the clinical
variables. Consistent standards of publishing can lead to easier comparability of results across studies. Clinical
guidelines for the use of HSAT in the diagnosis of OSA have been established [5] and need to be used as a model
when designing validation studies. Based on findings from this review, the authors make ten suggestions to use
to standardize HSAT procedures and information in research reports (see Table 2). The ten suggestions are
organized into five topics: participant sampling, instrumentation issues, clinical variables, data processing
methods, and patient acceptability.

Participant sampling
Suggestion 1. Consider co-morbid conditions when selecting inclusion/exclusion criteria

According to the AASM task force, HSAT testing is not appropriate in patients with significant co-morbid
conditions (moderate to severe pulmonary disease, neuromuscular disease, or congestive heart failure) due to
the degradation of data accuracy. Likewise, HSAT testing is not recommended in patients suspected of having
other sleep disorders (central sleep apnea, periodic limb movement disorder, insomnia, parasomnias, circadian
rhythm disorders, or narcolepsy) [5]. Patients with these comorbid conditions must receive laboratory PSG
testing under direct supervision of a certified sleep technician in order to establish an OSA diagnosis.

Suggestion 2. Instruct participant on his/her role in data collection, such as wear time and recordings
on specific days of the week

Some participants may be hesitant to engage in research studies that include HSAT because they have busy work
and life schedules and do not want to experience daytime consequences of wearing the device. Other
participants may engage in weekend social activities, including alcohol consumption that increase the likelihood
of pharyngeal collapse and apneic/hypopneic episodes. Consistency in assigning the same days, when feasible, is
suggested to reduce variability and the length of recording time needed to analyze sleep data. The researcher is
responsible to explain the importance of adequate wear time to reduce the amount of missing HSAT data.
Table 2 Methodological strategies to use in research and practice to standardize HSAT procedures and
information in reports
• Participant sampling
1. Consider co-morbid conditions when selecting inclusion/exclusion criteria.
2. Instruct participants on his/her role in data collection, such as wear time and recordings on specific
day(s) of the week.
• Instrumentation issues
1. Use at least level III HSAT and include a minimum four channels.
2. Consider cost of HSAT supplies when designing a study.
• Clinical variables
1. Report AHI or RDI as the outcome variable from the HSAT.
2. Provide definition of outcome variable(s).
• Data processing methods
1. Determine how HSAT data will be stored, analyzed, and reported when designing the study.
2. Report the HSAT by model, manufacturer, and use of software.
• Patient acceptability
1. Provide HSAT education using return demonstration methods

2. Provide take-home HSAT education materials that discuss possible technical difficulties and troubleshooting techniques and research assistant contact information.

Instrumentation issues
Suggestion 3. Use at least level III HSAT and include a minimum of four channels

Portable sleep testing has evolved over time and involves a wide range of available technology. Types of testing
can range from the most thorough laboratory PSG (level I) which typically records nine physiologic channels
(electroencephalogram, electrooculogram, electrocardiogram, chin electromyogram (EMG), limb EMG,
respiratory effort at thorax/abdomen, airflow from nasal cannula, pulse oximetry, and ability to monitor
continuous positive airway pressure or bi level positive airway pressure) to the least thorough unattended
portable device, with two channels (oxygen saturation and airflow) [6]. Monitors used in research should be at
least level III capabilities with minimum of four channels, including two respiratory variables (respiratory
movement and airflow), cardiac measurement (heart rate or electrocardiogram), and oxygen saturation. Some
HSAT have features that record snoring, detect light, or can sense changes in body position; however, these
channels are not mandatory for diagnostic testing [5, 6].

Suggestion 4. Consider cost of HSAT supplies when designing a study

For research purposes, most HSAT are available for rent (policies and cost differ between
suppliers/companies/models/manufactures). Along with funding for the sleep monitor, researchers must take
into account the purchase of the sensors that attach to the device, which vary depending on the model (typically
nasal cannulas, oxygen probes, batteries, abdominal belts). All HSAT used in the research study should be of the
same type and model to ensure the validity and reliability of the data.

Clinical variables
Suggestion 5. Report AHI or RDI as the outcome variable from the HSAT

Reporting of the AHI or RDI after HSAT is mandatory for OSA diagnosis and reimbursement by Medicare and
Medicaid standards; ODI may be reported but is not considered diagnostic for OSA [12].

Suggestion 6. Provide definition(s) of outcome variable(s)

It is important for researchers to provide clear operational definitions of the variables being measured to
compare findings and clinical applications. Providing definitions for AHI, RDI, or ODI orients the reader to the
physiological importance of the data.

Data processing methods
Suggestion 7. Determine how HSAT data will be stored, analyzed, and reported when designing the
study

Many models of HSAT may be used repeatedly, as the data can be stored, the device cleaned, and released
quickly to a new participant. One of the challenges is determining how data will be stored after use and
how/who will analyze it. Prior to beginning the study, researchers need to identify secure places for data storage
and accessibility according to IRB regulations/ criteria. Once the HSAT data is downloaded and stored in a secure
area, many manufactures provide programs that allow for automatic or manual scoring. AAMS states that the
HSAT must display raw data and allow for manual scoring or editing of automatic scoring by a sleep professional
[5]. Automatic scoring is completed by downloading the HSAT data to the manufacturer’s software program that
analyzes the data. Manual scoring must take place by a sleep professional who has been trained in scoring raw
sleep data (sleep technologist or board-certified sleep physician) [5], which can be labor intensive and require
additional fees for researchers. Measuring and reporting interrater reliability is valuable when using more than
one professional to manually score in order to assure concordance among raters [59].

The researchers must describe methods used for data entry, cleaning of data, and use of statistical software.
Data analysis methods and the statistical analysis package should be reported to allow for comparisons between
studies. Psychometric analysis of HSAT should be conducted in comparison to PSG, the gold standard of OSA
diagnosis. Reporting correlational analyses as well as sensitivity, specificity, positive predictive value, and
negative predictive value are necessary when conducting validity testing. Percentage of missing data from
equipment failure, inadequate wear time, or participant refusal must be reported.

Suggestion 8. Report the HSAT by model, manufacturer, and use of software

HSAT data recording and analysis may vary between manufacturers. Selecting a HSAT should be based on the
aims and methodology of the study. It is important to report the specific HSAT model, manufacturer, and
location, as well as the software used to provide transparency of data collection and analysis methods.

Patient acceptability
Suggestion 9. Provide HSAT education using return demonstration methods

Participants need to receive in-depth training on the use of the HSAT to obtain complete data. Researchers
should have a HSAT in their possession for demonstration purposes when participants are being enrolled into a
study. The participant needs to understand how to use the HSAT prior to enrollment. The researcher should
demonstrate application of the sensors and the monitor on the participant so they know how the device should
be worn during sleep. The researcher should request a return demonstration of how to apply the device and the
how it is turned on and off. Participants should be told to feel free to ask questions about application or
operation of the device.

Suggestion 10. Provide take-home HSAT education materials that discuss possible technical difficulties
and troubleshooting techniques and research assistant contact information

Researchers need to be aware of technological difficulties that participants experience once they use the HSAT
at home. Many manufacturers have developed trouble-shooting and educational handouts that need to be
given to participants to take home. It is important to provide information on how to contact a research assistant
with questions when the HSAT is being applied. This will allow participants to contact a staff member with
questions and to decrease amounts of missing data from insufficient wear time or incorrect application of the
HSAT.

Conclusion

Many methodological challenges accompany the use of HSAT in research and practice. This review examined
published research literature of HSAT use and strategies used in research. The most consistent strategy
described in these studies was the reporting of clinical variables. The majority reported AHI and less commonly
RDI. Data processing was reported in most manuscripts and many used sleep professionals to complete manual
scoring. The most commonly reported instrumentation issue was device malfunction resulting in loss of data.
Only one third of the studies included participants who were not enrolled from a sleep clinic. Few studies
reported using patient acceptability methods. None of the research articles addressed all five topics identified as
methodological challenges by the authors.
Sampling needs to be considered when designing studies using HSAT. Participants’ co-morbid conditions need
be taken into account as well their ability to complete data collection. Understanding the technological
difficulties that can occur with HSAT, such as device failure or problems with sensor misplacement, is needed
because data inaccuracies in overnight sleep testing affect the analysis, reliability, and validity of the results,
especially when compared to PSG. Researchers must determine whether data will be interpreted automatically
or manually and will need to arrange for a qualified sleep professional to interpret findings accordingly. Finally,
understanding the patient’s perspective of HSAT is important to achieving complete data. HSAT can be

perceived as cumbersome to wear during sleep and may cause anxiety for participants if they are not taught and
involved in interactive teaching how to use the device.
Ten methodological strategies are suggested for adoption when using HSAT in research and practice. Future
studies need to address the methodological challenges and identify consistent procedures and reporting using
these ten suggestions to advance knowledge. The frequency of use of HSAT in the clinical setting has increased
because of the technological advancement and availability of the devices. Even though laboratory PSG continues
to be the gold standard of OSA diagnosis, HSAT are used for OSA screening and diagnosis in home settings. The
body of knowledge regarding HSAT in research is growing rapidly but there has been no report discussing
methodological strategies for HSAT use in research outside a sleep laboratory. Awareness and action regarding
these challenges will increase the validity of the data presented in research articles and improve HSAT use in
clinical practice.

Compliance with ethical standards
Conflict of interest
All authors certify that they have no affiliations with or involvement in any organization or entity with any
financial interest (such as honoraria; educational grants; participation in speakers’ bureaus; membership,
employment, consultancies, stock ownership, or other equity interest; and expert testimony or patent-licensing
arrangements), or non-financial interest (such as personal or professional relationships, affiliations, knowledge
or beliefs) in the subject matter or materials discussed in this manuscript.
The authors report no financial support, conflicts of interest or investigational use of product in the
development of this manuscript.

References
Peppard PE, Young T, Barnet JH, Palta M, Hagen EW, Hla KM (2013) Increased prevalence of sleep-disordered
breathing in adults. Am J Epidemiol 177(9):1006–1014. https://doi.org/10.1093/aje/kws342
Kendzerska T, Gershon AS, Hawker G, Leung RS, Tomlinson G (2014) Obstructive sleep apnea and risk of
cardiovascular events and all-cause mortality: a decade-long historical cohort study. PLoS Med
11(2):e1001599. https://doi.org/10.1371/journal.pmed.1001599
Qaseem A, Dallas P, Owens DK, Starkey M, Holty JC, Shekelle P (2014) Diagnosis of obstructive sleep apnea in
adults: a clinical practice guideline from the American College of Physicians. Ann Intern Med 161(3):210–
220. https://doi.org/10.7326/M12-3187
Marino M, Li Y, Rueschman MN, Winkelman JW, Ellenbogen JM, Solet JM, Dulin H, Berkman LF, Buxton OM
(2013) Measuring sleep: accuracy, sensitivity, and specificity of wrist actigraphy compared to
polysomnography. Sleep 36(11):1747–1755. https://doi.org/10.5665/sleep.3142
Collop N, Anderson WM, Boehlecke B, Claman D, Goldberg R, Gottlieb D, Hudgel D, Sateia M, Schwab R (2007)
Clinical guidelines for the use of unattended portable monitors in the diagnosis of obstructive sleep
apnea in adult patients. J Clin Sleep Med 3(7):737–747
CleveMed, Cleveland Medical Devices Inc. (2016) Type I, type II, type III sleep monitors, CMS AASM guidelines.
In:. https://clevemed.com/cms-aasm-guidelines-for-sleep-monitors-type-i-type-ii-type-iii/. Accessed
3/26 2016
Ferber R, Millman R, Coppola M, Fleetham J, Murray CF, Iber C, McCall V, Nino-Murcia G, Pressman M, Sanders
M (1994) Portable recording in the assessment of obstructive sleep apnea. ASDA standards of practice.
Sleep 17(4):378–392
Chesson AL Jr, Ferber RA, Fry JM, Grigg-Damberger M, Hartse KM, Hurwitz TD, Johnson S, Kader GA, Littner M,
Rosen G, Sangal RB, Schmidt-Nowara W, Sher A (1997) The indications for polysomnography and related
procedures. Sleep 20(6):423–487. https://doi.org/10.1093/sleep/20.6.423

Ross SD, Sheinihait I, Harrison KJ, Kvasz M, Connelly JE, Shea S, Allen IE (2000) Systematic review and metaanalysis of the literature regarding the diagnosis of sleep apnea. Sleep-New York 23(4):519–534
American Academy of Sleep Medicine (2006) Portable monitoring in the diagnosis of obstructive sleep apnea. J
Clin Sleep Med 2:274
Collop N (2017) Home sleep apnea testing for obstructive sleep apnea in adults. In: Harding SM, Finlay G (eds)
UpToDate, post TW (Ed) edn. UpToDate, Waltham, MA
Department of Health and Human Services, Centers for Medicare & Medicaid Services (2013) Continuous and bilevel positive airway pressure devices: complying with documentation and coverage requirements.
In:. https://www.cms.gov/Outreach-and-Education/Medicare-Learning-NetworkMLN/MLNProducts/downloads/PAP_DocCvg_Factsheet_ICN905064.pdf. Accessed 3/25 2016
Pereira EJ, Driver HS, Stewart SC, Fitzpatrick MF (2013) Comparing a combination of validated questionnaires
and level III portable monitor with polysomnography to diagnose and exclude sleep apnea. J Clin Sleep
Med 9(12):1259–1266. https://doi.org/10.5664/jcsm.3264
Nickerson J, Lee E, Nedelman M, Aurora RN, Krieger A, Horowitz CR (2015) Feasibility of portable sleep monitors
to detect obstructive sleep apnea (OSA) in a vulnerable urban population. J Am Board Fam Med
28(2):257–264. https://doi.org/10.3122/jabfm.2015.02.140273
Fredheim JM, Roislien J, Hjelmesaeth J (2014) Validation of a portable monitor for the diagnosis of obstructive
sleep apnea in morbidly obese patients. J Clin Sleep Med 10(7):751–
757A. https://doi.org/10.5664/jcsm.3864
Guerrero A, Embid C, Isetta V, Farre R, Duran-Cantolla J, Parra O, Barbé F, Montserrat JM, Masa JF (2014)
Management of sleep apnea without high pretest probability or with comorbidities by three nights of
portable sleep monitoring. Sleep 37(8):1363–1373. https://doi.org/10.5665/sleep.3932
Polese JF, Santos-Silva R, de Oliveira Ferrari PM, Sartori DE, Tufik S, Bittencourt L (2013) Is portable monitoring
for diagnosing obstructive sleep apnea syndrome suitable in elderly population? Sleep Breath
17(2):679–686. https://doi.org/10.1007/s11325-012-0742-y
Prasad B, Usmani S, Steffen AD, Van Dongen H, Pack FM, Strakovsky I, Staley B, Dinges D, Maislin G, Pack AI,
Weaver TE (2016) Short-term variability in apnea-hypopnea index during extended home portable
monitoring. J Clin Sleep Med
Kapur VK, Auckley DH, Chowdhuri S, Kuhlmann DC, Mehra R, Ramar K, Harrod CG (2017) Clinical practice
guideline for diagnostic testing for adult obstructive sleep apnea: an American Academy of Sleep
Medicine clinical practice guideline. J Clin Sleep Med 13(03):479–
504. https://doi.org/10.5664/jcsm.6506
Zhao YY, Weng J, Mobley DR, Wang R, Kwon Y, Zee PC, Lutsey PL, Redline S (2017) Effect of manual editing of
total recording time: implications for home sleep apnea testing. J Clin Sleep Med 13(01):121–
126. https://doi.org/10.5664/jcsm.6404
Chen H, Lowe AA, Bai Y, Hamilton P, Fleetham JA, Almeida FR (2009) Evaluation of a portable recording device
(ApneaLink™) for case selection of obstructive sleep apnea. Sleep Breath 13(3):213–
219. https://doi.org/10.1007/s11325-008-0232-4
Dawson A, Loving RT, Gordon RM, Abel SL, Loewy D, Kripke DF, Kline LE (2015) Type III home sleep testing versus
pulse oximetry: is the respiratory disturbance index better than the oxygen desaturation index to predict
the apnoea-hypopnoea index measured during laboratory polysomnography?. BMJ Open 5
Dingli K, Coleman EL, Vennelle M, Finch SP, Wraith PK, Mackay TW, Douglas NJ (2003) Evaluation of a portable
device for diagnosing the sleep apnoea/hypopnoea syndrome. Eur Respir J 21(2):253–
259. https://doi.org/10.1183/09031936.03.00298103
Driver HS, Pereira EJ, Bjerring K, Toop F, Stewart SC, Munt PW, Fitzpatrick MF (2011) Validation of the
MediByte(R) type 3 portable monitor compared with polysomnography for screening of obstructive
sleep apnea. Can Respir J 18(3):137–143. https://doi.org/10.1155/2011/760958
Gjevre JA, Taylor-Gjevre RM, Skomro R, Reid J, Fenton M, Cotton D (2011) Comparison of polysomnographic and
portable home monitoring assessments of obstructive sleep apnea in Saskatchewan women. Can Respir
J 18(5):271–274. https://doi.org/10.1155/2011/408091

Kuna ST, Gurubhagavatula I, Maislin G, Hin S, Hartwig KC, McCloskey S, Hachadoorian R, Hurley S, Gupta R,
Staley B, Atwood CW (2011) Noninferiority of functional outcome in ambulatory management of
obstructive sleep apnea. Am J Respir Crit Care Med 183:1238–1244 7p
Lettieri CF, Lettieri CJ, Carter K (2011) Does home sleep testing impair continuous positive airway pressure
adherence in patients with obstructive sleep apnea? Chest 139:849–854 6p
Masa JF, Corral J, Pereira R, Duran-Cantolla J, Cabello M, Hernández-Blasco L, Monasterio C, Alonso A, Chiner E,
Rubio M, Garcia-Ledesma E, Cacelo L, Carpizo R, Sacristan L, Salord N, Carrera M, Sancho-Chust JN,
Embid C, Vázquez-Polo F, Negrín MA, Montserrat JM (2011) Effectiveness of home respiratory
polygraphy for the diagnosis of sleep apnoea and hypopnoea syndrome. Thorax 66(7):567–
573. https://doi.org/10.1136/thx.2010.152272
Michaelson PG, Allan P, Chaney J, Mair EA (2006) Validations of a portable home sleep study with twelve-lead
polysomnography: comparisons and insights into a variable gold standard. Ann Otol Rhinol Laryngol
115:802–809 8p
Nigro CA, Malnis S, Dibur E, Rhodius E (2012) How reliable is the manual correction of the autoscoring of a level
IV sleep study (ApneaLink) by an observer without experience in polysomnography? Sleep Breath
16(2):275–279. https://doi.org/10.1007/s11325-011-0524-y
Reichert JA, Bloch DA, Cundiff E, Votteri B (2003) Comparison of the NovaSom QCG™, a new sleep apnea homediagnostic system, and polysomnography. Sleep Med 4(3):213–218. https://doi.org/10.1016/S13899457(02)00234-4
Santos-Silva R, Sartori DE, Truksinas V, Truksinas E, Alonso FF, Tufik S, Bittencourt LR (2009) Validation of a
portable monitoring system for the diagnosis of obstructive sleep apnea syndrome. Sleep 32(5):629–
636. https://doi.org/10.1093/sleep/32.5.629
Skomro RP, Gjevre J, Reid J, McNab B, Ghosh S, Stiles M, Jokic R, Ward H, Cotton D (2010) Outcomes of homebased diagnosis and treatment of obstructive sleep apnea. Chest 138(257–263):7p
Su S, Baroody FM, Kohrman M, Suskind D (2004) A comparison of polysomnography and a portable home sleep
study in the diagnosis of obstructive sleep apnea syndrome. Otolaryngol Head Neck Surg 131(6):844–
850. https://doi.org/10.1016/j.otohns.2004.07.014
Tedeschi E, Carratù P, Damiani MF, Ventura VA, Drigo R, Enzo E, Ferraresso A, Sasso G, Zambotto FM, Resta O
(2013) Home unattended portable monitoring and automatic CPAP titration in patients with high risk for
moderate to severe obstructive sleep apnea. Respir Care 58:1179–1183
Tonelli de Oliveira AC, Martinez D, Vasconcelos LF, Cadaval Gonçalves S, do Carmo Lenz M, Costa Fuchs S, Gus
M, Oliveira de Abreu-Silva E, Beltrami Moreira L, Danni Fuchs F (2009) Diagnosis of obstructive sleep
apnea syndrome and its outcomes with home portable monitoring. Chest 135:330–336 7p
Yin M, Miyazaki S, Ishikawa K (2006) Evaluation of type 3 portable monitoring in unattended home setting for
suspected sleep apnea: factors that may affect its accuracy. Otolaryngol Head Neck Surg 134(2):204–
209. https://doi.org/10.1016/j.otohns.2005.10.019
Abdel-Kader K, Dohar S, Shah N, Jhamb M, Reis SE, Strollo P, Buysse D, Unruh ML (2012) Resistant hypertension
and obstructive sleep apnea in the setting of kidney disease. J Hypertens 30(960–966):7p
Aurora RN, Swartz R, Punjabi NM (2015) Misclassification of OSA severity with automated scoring of home sleep
recordings. Chest 147(3):719–727. https://doi.org/10.1378/chest.14-0929
Boulos MI, Elias S, Wan A, Im J, Frankul F, Atalla M, Black SE, Basile VS, Sundaram A, Hopyan JJ (2017)
Unattended hospital and home sleep apnea testing following cerebrovascular events. J Stroke
Cerebrovasc Dis 26(1):143–149. https://doi.org/10.1016/j.jstrokecerebrovasdis.2016.09.001
Danzi-Soares NJ, Genta PR, Nerbass FB, Pedrosa RP, Soares FS, Cesar LA, Drager LF, Skomro R, Lorenzi-Filho G
(2012) Obstructive sleep apnea is common among patients referred for coronary artery bypass grafting
and can be diagnosed by portable monitoring. Coron Artery Dis 23(1):31–
38. https://doi.org/10.1097/MCA.0b013e32834df5d0
Gonçalves SC, Martinez D, Gus M, de Abreu-Silva EO, Bertoluci C, Dutra I, Branchi T, Moreira LB, Fuchs SC, de
Oliveira AC, Fuchs FD (2007) Obstructive sleep apnea and resistant hypertension: a case-control study.
Chest 132(1858–1862):5p

Johansson P, Alehagen U, Svanborg E, Dahlström U, Broström A (2012) Clinical characteristics and mortality risk
in relation to obstructive and central sleep apnoea in community-dwelling elderly individuals: a 7-year
follow-up. Age Ageing 41(468–474):7p
Maestri R, La Rovere MT, Robbi E, Pinna GD (2011) Night-to-night repeatability of measurements of nocturnal
breathing disorders in clinically stable chronic heart failure patients. Sleep Breath 15(4):673–
678. https://doi.org/10.1007/s11325-010-0418-4
Nakayama-Ashida Y, Takegami M, Chin K, Sumi K, Nakamura T, Takahashi K, Wakamura T, Horita S, Oka Y,
Minami I, Fukuhara S, Kadotani H (2008) Sleep-disordered breathing in the usual lifestyle setting as
detected with home monitoring in a population of working men in Japan. Sleep 31(3):419–
425. https://doi.org/10.1093/sleep/31.3.419
Senchak MA, Frey WC, O'Connor PD (2012) Use of portable sleep monitors to diagnose sleep apnea during
predeployment assessment. Milit Med 177(10):1196–1201. https://doi.org/10.7205/MILMED-D-1200116
Yeh J, Lin C, Chiu H, Bai C (2015) Home sleep study for patients with myasthenia gravis. Acta Neurol Scand
Yuceege M, Firat H, Demir A, Ardic S (2013) Reliability of the Watch-PAT 200 in detecting sleep apnea in highway
bus drivers. J Clin Sleep Med 9(4):339–344. https://doi.org/10.5664/jcsm.2584
Zou D, Grote L, Peker Y, Lindblad U, Hedner J (2006) Validation a portable monitoring device for sleep apnea
diagnosis in a population based cohort using synchronized home polysomnography. Sleep 29(3):367–
374. https://doi.org/10.1093/sleep/29.3.367
Kuna ST (2010) Portable-monitor testing: an alternative strategy for managing patients with obstructive sleep
apnea. Respir Care 55:1196–1215 20p
Berry RB, Brooks R, Gamaldo CE, Harding SM, Lloyd RM, Marcus CL, Vaughn BV (2014) For the American
Academy of Sleep Medicine the AASM manual for the scoring of sleep and associated events: rules,
terminology and technical specifications. Darien, IL: American Academy of sleep medicine; 2014. Version
2.0.3. American Academy of sleep medicine: Darien, IL, USA
Epstein LJ, Kristo D, Strollo PJ Jr, Friedman N, Malhotra A, Patil SP, Ramar K, Rogers R, Schwab RJ, Weaver EM,
Weinstein MD, Adult Obstructive Sleep Apnea Task Force of the American Academy of Sleep Medicine
(2009) Clinical guideline for the evaluation, management and long-term care of obstructive sleep apnea
in adults. J Clin Sleep Med 5(3):263–276
Guilleminault C, Benbir G, Aktar N (2007) Obstructive sleep apnea. In: Butkov N, Lee-Chiong T (eds)
Fundamentals of sleep technology. Lippincott, Williams and Wilkins, Philadelphia, p 113
Berry RB, Budhiraja R, Gottlieb DJ, Gozal D, Iber C, Kapur VK, Marcus CL, Mehra R, Parthasarathy S, Quan SF
(2012) Rules for scoring respiratory events in sleep: update of the 2007 AASM manual for the scoring of
sleep and associated events. J Clin Sleep Med 8(5):597–619. https://doi.org/10.5664/jcsm.2172
Berry RB, Brooks R, Garnaldo C, Harding S, Lloyd R, Marcus C, Vaughn B (2015) The AASM manual for the scoring
of sleep and associated events: rules, terminology and technical specifications, version 2.2. American
Association of Sleep Medicine, Darien
Guerrero A, Masa JF, Embid C, Montserrat JM (2014) Diagnosis, cost, and therapeutic decision-making of home
respiratory poligraphy for patients without high suspicion of OSA or with comorbidity: hospital
polysomography in comparison with three nights of home respiratory polygraphy. Chest
145(3):572A. https://doi.org/10.1378/chest.1836094
Masa JF, Duran-Cantolla J, Capote F, Cabello M, Abad J, Garcia-Rio F, Ferrer A, Fortuna AM, Gonzalez-Mangado
N, de la Pena M, Aizpuru F, Barbe F, Montserrat JM, Spanish Sleep Network (2015) Efficacy of home
single-channel nasal pressure for recommending continuous positive airway pressure treatment in sleep
apnea. Sleep 38(1):13–21. https://doi.org/10.5665/sleep.4316
Chen C, Chen C, Yu C, Chen T, Tseng S, Ho C (2015) Association of inflammation and oxidative stress with
obstructive sleep apnea in ischemic stroke patients. Sleep Med 16(1):113–
118. https://doi.org/10.1016/j.sleep.2014.07.027
Hallgren KA (2012) Computing inter-rater reliability for observational data: an overview and tutorial. Tutor
Quant Methods Psychol 8(1):23–34. 10.20982/tqmp.08.1.p023

